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MEASURES
Several aspects of health are measured in the fi rst wave 
of the adult interview. Self-rated health (SRH), health 
functioning, long-term (LTI) and limiting long-term illness 
(LLTI) and health conditions are included in the main 
questionnaire and psychological well-being measures are 
assessed in the self-completion questionnaire. 

SELF-RATED HEALTH 

The 12-item Short Form Health Survey (SF-12) is used 
to measure self-rated general health as well as physical 
and mental functioning (Ware, Kosinski, Turner-Bowker & 
Gandek, 2001). The physical component (PCS) and mental 
component (MCS) scales are normalised, to the 1998 
United States population, to have a mean of 50 and a 
standard deviation of 10. Self-rated general health (SRH) is 
an individual question in the SF-12 and is included in the 
calculation of both the PCS and the MCS scales. 

LONG-TERM/LIMITING LONG-TERM ILLNESS AND 
TYPE OF IMPAIRMENT

A question asks whether participants had a long-term 
illness (LTI), defi ned as ‘a long-standing physical or mental 
impairment, illness or disability... that has troubled you over 
a period of at least 12 months or that is likely to trouble you 
over a period of at least 12 months’. The wording of this 
question differs from that in the BHPS and now matches 
more closely the wording in the British Census (Offi ce for 
National Statistics, 2010). 

The type of limitation or impairment was ascertained from 
those who reported having a LTI. Participants were asked 

about 12 different types: mobility, lifting, manual dexterity, 
continence, hearing, sight, communication and speech, 
memory/concentration, recognition of physical danger, 
co-ordination, personal care and other. 

Anyone who answered affi rmatively to the previous question 
is considered to have a limiting long-term illness (LLTI). 
Many studies have explored the relationship between LLTI 
and various other health and social indicators including 
health functioning, social class, SRH and mortality. 

HEALTH CONDITIONS

Participants were asked about diagnoses by a doctor or 
health professional. Seventeen conditions were listed, 
including asthma, arthritis, diabetes, clinical depression and 
heart attack. The conditions included match those asked 
in the National Health and Nutrition Examination Survey, 
conducted in the United States (Centers for Disease Control 
and Prevention, 2010). The age at which they were fi rst 
diagnosed and whether they still had the health condition 
were also asked. 

PSYCHOLOGICAL WELL-BEING AND DISTRESS

The Warwick-Edinburgh Mental Well-being Scale 
(WEMWBS) (Tennant et al., 2007) is a new measure of 
positive psychological well-being. Understanding Society 
includes the 7-item Short version (SWEMWBS) (Stewart-
Brown, Tennant, Tennant, Platt, Parkinson & Weich, 2009) 
in the self-completion questionnaire. Each item is scored 
on a 5-point response scale, from none of the time to all 
of the time, and summed to give a total score, ranging from 
7 to 35. Higher scores indicate higher levels of well-being. 
The authors suggest that people over one standard deviation 

Understanding Society includes a health module with questions on general 
self-rated health, height and weight, long-term and limiting long-term 

illness, health conditions and psychological well-being. This chapter provides an overview of these measures and describes 
the health characteristics of the Understanding Society sample. The relationship between the different health measures 
is outlined and some socio-demographic health patterns are discussed. The potential impacts of proposed changes to 
retirement age policy on health are also explored. The chapter ends with a description of measures to be included in future 
waves of Understanding Society and their anticipated contributions to research.

The population of the UK is changing, increasing as well as getting older (Offi ce for National Statistics, 2009). These 
changes also mean a change in the health profi le of the country. Understanding Society allows us to follow a sample of 
the UK population as they get older, change their health-related behaviours and experience different health issues. There 
are several advantages of Understanding Society: the study allows for longitudinal analyses and a life course approach to 
health; the household design of the study links family members for investigations of health status and behaviours across 
relationships and generations; the wide scope of Understanding Society allows for the inclusion of household and individual 
factors in the exploration of health inequalities; fi nally, Understanding Society is collecting biomarkers and will be linked to 
several sources of medical data, widening the scope of questions that can be answered. 

INTRODUCTION
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(SD) above the mean can be classifi ed as having ‘above 
average’ psychological well-being, those within one SD of 
the mean are ‘average’ and those below one SD of the mean 
have ‘below average’ well-being (Davidson, Sewel, Tse, Ipsos 
MORI & O’Connor, 2009; National Health Service Health 
Scotland, 2009). Standard deviation is the most commonly 
used measure of spread of scores around the average. 

The General Health Questionnaire-12 (GHQ-12) is included 
as a measure of psychological distress (Goldberg & Williams, 
1988; Goldberg et al., 1997). A sample item is, ‘Have you 
recently been able to concentrate on whatever you’re doing?’ 
with response categories of ‘better than usual’, ‘same as 
usual’, ‘less than usual’, or ‘much less than usual’. Two 
scoring methods are recommended. One scoring method 
sums the responses to the 12 items, applying scores from 
0 to 3. The summed score can range from 0 to 36. 
The other method is a categorical measure of distress 
or ‘caseness’. In this approach, items contribute to the 
summed measure as 1 if the response is ‘less than usual’ 
or ‘much less than usual’. The range is from 0 to 12. A 
cut point of four is applied to indicate the presence of 
psychiatric morbidity (Goldberg & Williams, 1991). In both 
scoring schemes a higher score indicates higher levels of 
psychological distress. 

ANALYSES

All proportions provided in tables and fi gures use the 
design weights; the numbers provided are raw (unweighted) 
numbers. The design weights adjust for unequal probability 
of selection at the sample design stage. They vary for 
multiple dwellings and households and for the sample 
design in Northern Ireland. Age and gender were centred 
by subtracting the average or mean and included in the 
analysis to obtain the means and 95% confi dence intervals 
(CIs) for physical and mental functioning. These age and 
gender standardised PCS and MCS means refl ect the effect 
of different characteristics on a gender neutral, 50-year- 
old individual.

RESULTS

SELF-RATED HEALTH

Self-rated health is one of the most common ways to measure 
health status in general population surveys, being a strong 
predictor of mortality in many studies (Ford, Spallek & Dobson, 
2007; Idler & Angle, 1990; Kaplan & Camacho, 1983; Mossey 
& Shapiro, 1982; Wannamethee & Shaper, 1991). 

Table 1 shows the breakdown of SRH by gender in this 
sample. In contrast to earlier surveys, there are no differences 
between males and females, with 50% rating their health as 
either ‘excellent’ or ‘very good’.

While men and women had similar SRH, it does differ by 
age (see Figure 1). The prevalence of ‘fair’ or ‘poor’ SRH 
increased slowly from 10% in the youngest age group to 14% 
for individuals in their 30s. Thereafter, poor health became 
increasingly more common, with over 30% of those 60+ and 
approaching 50% in the oldest age group rating their health 
as ‘fair’ or ‘poor’. 

Table 1 Self-rated health by gender

 Self-rated Health 

 

 Excellent

 Very Good

 Good

 Fair 

 Poor

 Total (n)+

Male 

%*

18

32

29

15

7

9,699

Female

%*

17

33

28

15

7

12,554

*Design weighted percentages 
+Unweighted raw number

  Figure 1 Self-rated health by age group

16-19 years

20-29 years

30-39 years

40-49 years

50-59 years

60-69 years

70-79 years

80+ years

 % 0 20 40 60 80 100

■ EXCELLENT  ■ VERY GOOD  ■ GOOD  ■ FAIR  ■ POOR

*Design weighted percentages

Age
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Self-rated health by country is provided in Table 2. Over 
50% of participants in Scotland and Northern Ireland rated 
their health as ‘excellent’ or ‘very good’, while less than 50% 
in England and Wales rated their health as such. About one 
quarter of participants rated their health as ‘fair’ or ‘poor’ 
across all countries. 

LONG-TERM/LIMITING 
LONG-TERM ILLNESS

Table 3 shows the 
percentage of males and 
females in the sample 
who have a LTI and the 
types of limitations that 
some experience. A similar 
percentage of males, 37%, 
and females, 38%, have a 
LTI, of these 68% of males 

and 71% of females reported limitations in the last month. 
Climbing stairs and the amount and kinds of work one could 
do were the most common limitations, with women tending to 
report recent limitations more than men. 

Rates of long-term and limiting long-term illness by country 
are provided in Table 4. A greater proportion of respondents 
have non-limiting long-term illness in England (12%) and 
Scotland (11%), than in Wales (9%) and Northern Ireland (7%). 
Similar percentages of participants have limiting long-term 
illness across the four countries (25-30%).

*Design weighted percentages of total sample
+Unweighted raw number 

*Design weighted percentages 
+Unweighted raw number 

*Design weighted percentages of total sample
+Unweighted raw number

Table 2 Self-rated health by country

 Self-rated 
 Health

 Excellent

 Very Good

 Good

 Fair 

 Poor

 Total (n)+

England
%*

17

32

29

15

7

17,308

Wales
%*

17

29

29

18

8

1,142

Scotland
%*

20

33

25

14

7

1,810

Northern 
Ireland

%*

21

31

24

16

8

1,994

Table 3 Prevalence of long-term impairment, illness or disability 
by type of limitation and gender

 Long-standing
 Illness

 

 Long-term illness

 Limiting long-
 term illness

  Limitations in 
the last 4 weeks

 Typical activities

 Climbing stairs

 Amount of work 

 Kinds of work

 Social
 interactions 

Male Female

%*

37

25

14

16

21

20

16

%*

38

27

18

21

25

24

19

N+

3,536

2,408

1,420

1,588

2,060

1,950

1,523

N+

4,732

3,389

2,241

2,665

3,156

3,021

2,356

Table 4 Prevalence of long-term impairment, illness or disability by country

 Long-standing Illness

 No long-term illness

 Non-limiting long-term illness

 Limiting long-term illness

%*

63

12

25

%*

62

9

28

%*

58

11

30

%*

66

7

27

N+

10,878

2,023

4,397

N+

711

104

324

N+

1,060

204

544

N+

1,322

140

529

England Wales Scotland Northern Ireland

Table 3 shows 
the percentage of 

males and females 
in the sample 

who have a LTI 
and the types of 
limitations that 

some experience
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Table 5 Limiting Illness by employment status and age group

Table 7 Impairments by age group

 Type of
 Impairment

  Lifting, carrying or 
moving objects

 Mobility

 Other health problems

  Memory or concentration 
problems

 Manual dexterity

 Physical coordination

 Personal care

 Continence

 Hearing

 Sight

 Communication problems

 Recognising physical danger

 None of these

Working Age Over Retirement 
Age

%*

37

29

17

15

12

12

9

7

6

6

4

2

36

N+

1,942

1,534

877

762

640

595

456

385

315

310

198

127

1,785

%*

53

47

14

14

21

18

14

14

17

13

2

2

22

N+

1,696

1,508

442

434

672

557

433

432

523

401

69

64

686

Table 8 Health conditions

% of study 
population*

19

15

13

7

6

4

3

3

2

2

2

2

1

1

1

1

1

% of ever 
diagnosed*

78

97

74

69

96

29

80

96

84

–

–

56

79

93

55

65

64

 Health condition

  High blood pressure

 Arthritis

 Asthma

 Clinical depression

 Diabetes

 Cancer

 Angina

 Hypothyroidism

 Coronary heart disease

 Heart attack/MI

 Stroke

 Chronic bronchitis

 Congestive heart failure

 Emphysema

 Hyperthyroidism

 Liver conditions

 Epilepsy

Ever diagnosed Still have

N+

4,269

3,428

2,936

1,537

1,249

837

717

660

450

525

431

458

134

162

209

290

263

N+

3,326

3,338

2,171

1,070

1,195

245

575

630

377

–

–

258

106

149

116

183

168

*Design weighted percentages
+Unweighted raw number

*Design weighted percentages
+Unweighted raw number

*Design weighted percentages
+Unweighted raw number

*Design weighted percentages
+Unweighted raw number

 Limiting Illness

  No long-term illness

  Non-limiting long-term illness

  Limiting long-term illness

Employed
%*

72

76

49

Unemployed
%*

7

6

10

Inactive
%*

21

18

42

Total 
(n)+

11,765

1,784

3,337

Employed
%*

16

18

6

Inactive
%*

84

82

94

Total 
(n)+

2,200

680

2,454

Working Age Over Retirement Age

Table 6 Number of impairments by employment status and age group

 Number of Impairments

 One

 Two or more

 Total (n)+

Employed 
(%)*

71

37

2,942

Inactive 
(%)*

22

53

1,750

Employed 
(%)*

15

4

270

Total 
(n)+

1,353

1,785

3,138

Unemployed 
(%)*

8

9

425

Total 
(n)+

3,182

1,935

5,117

Inactive 
(%)*

85

96

2,868

Working Age Over Retirement Age
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The presence of a LLTI may have implications for employment. 
Table 5 shows that among those of working age, (16-59 
for females, 16-64 for males) participants who had a non-
limiting LTI were just as likely to be employed as those without 
a LTI. By contrast, those with a LLTI were twice as likely to be 
inactive and about one third more likely to be unemployed 
than those with no illness or no limitations.

Table 5 also provides these statistics for those over the current 
retirement age (60 or older for females, 65 years or older for 
males). Similar to the working aged, participants with a LLTI 
were much more likely to be inactive compared to those with 
no illness or a non-limiting illness. 

EMPLOYMENT AND IMPAIRMENTS

The economic crisis of 2008-2010, along with increased life 
expectancy, has caused the UK government to consider a 
change in the current timetable in which the State Pension 
age will reach 66 (State Pension Age Review Team, 2010). 
The proposed changes would mean that the pension age of 
66 would come 6-8 years earlier than proposed. This, in turn, 
could pull forward the implementation date for extending 
the pension age to 68. Recent commentary has proposed 
that it may be more cost-effi cient to increase the retirement 
age to 70 for all adults (Elliot, 2010; Hawksworth, Dodson 
& Jones, 2010). We examine the health profi les of those 
over the current retirement age and under 70 years. Among 
those potentially affected, around 28% with no LTI or with no 
limitations were in employment while only 13% with LLTI were 
employed. Of the inactive participants who would no longer 
be over retirement age, 43% had a LLTI. This suggests that 
while the majority of those who are currently retired could 
be gainfully employed, there would still be a large minority of 
people unable to work.

Table 6 provides more insight by showing the effect of 
co-existing impairments (2 or more impairments), on 
participation in employment. Among those of working age, 
71% of those with a single impairment were employed, 
while only 37% of those with two or more were in work. 
Comparing these fi gures with those in Table 5 suggests that 
it is impairments in multiple domains that force individuals to 
leave the labour market. Since co-existing impairments are 
far more common in those over 60, the economic returns to 
raising the retirement age may be smaller than hoped. 

The specifi c types of impairments and the prevalence of each 
are shown in Table 7. Mobility and lifting objects were the 
most common in older and younger adults and unsurprisingly, 
participants over retirement age had a higher percentage 
of manual dexterity, continence, hearing and sight, physical 
coordination and personal care problems than those of 

working age. The very high rates of mobility and lifting 
problems among the older age group again point to their likely 
inability to stay in work requiring physical strength 
and dexterity beyond the current retirement age.

HEALTH CONDITIONS

The prevalence of chronic health conditions in the 
population can predict overall health, potential health care 
usage and costs and mortality. Table 8 provides a list of 
chronic conditions and the number of participants who 
report having been diagnosed with each condition and 
whether they still have it. Asthma, arthritis and high blood 
pressure are the three most prevalent conditions, each 
affecting over 10% of the sample. With the exception of 
cancer, hyperthyroidism and chronic bronchitis, over 60% of 
participants who received a diagnosis still had the condition. 

The association of limitations with each health condition 
indicates the extent to which each may put a strain on the 
health service and benefi ts systems. Table 9 shows the 
proportion limited by each health condition. Rare conditions 
like congestive heart failure and emphysema had the highest 
percentage of participants with limitations, while common 
conditions such as asthma and high blood pressure had 
the lowest. However, in absolute terms, over 10 times as 
many people were limited by these latter conditions than 
by the former.

Table 9 Limitations by current health condition

 Health Condition

 Congestive heart failure

 Emphysema

 Coronary heart disease

 Angina

 Chronic bronchitis

 Cancer

 Clinical depression

 Liver conditions

 Arthritis

 Diabetes

 Epilepsy

 Hyperthyroidism

 High blood pressure

 Hypothyroidism

 Asthma

Percent Limited 
by Illness*

92

88

79

79

79

74

71

69

66

65

64

60

54

50

44

Total N with 
Condition+

106

149

337

575

258

245

1,071

183

3,338

1,195

168

116

3,326

630

2,171

*Design weighted percentages 
+Unweighted raw number
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HEALTH FUNCTIONING

Figures 3 and 4 show the percentage of participants in the 
lowest third of the distribution, i.e. the poorest, for physical 
and mental health functioning, across age groups for males 
and females. 

Figure 3 shows that PCS declines ever faster with age. Only 
15% of the youngest group has poor physical functioning 
compared with around 80% in the group aged 80+. MCS 
(Figure 4) shows a different trend with an increase in lowest 
third through to ages 40-49 and then a decrease until ages 
70-79. Those aged 80+ have a slightly higher percentage 

of people with low MCS functioning than those aged 70-79. 
Females have higher percentages in the lowest third for both 
PCS and MCS. Gender differences are more pronounced for 
mental functioning than for physical functioning.

The effect of non-limiting and limiting illness on health 
functioning is shown in Table 10. Participants with no LTI 
have the highest mean PCS and MCS, while those with LTI 
have signifi cantly lower mean scores. The magnitude of the 
differences is small for those with non-limiting illness but 
substantial for those with LLTI, amounting to 1.5 standard 
deviates (SD) for PCS and 0.6 SD for MCS.

*Means and 95% confi dence intervals age and gender standardised

Table 10 Health functioning by limiting illness

 Limiting illness*

 No long-term illness

 Long-term illness

 Limiting long-term illness

Mean

53.33

51.56

38.47

95% CI

(53.18, 53.49)

(51.21, 51.92)

(38.22, 38.71)

Physical (PCS)

Mean

52.36

50.75

46.52

95% CI

(52.30, 52.64)

(50.36, 51.14)

(46.25, 46.79)

Mental (MCS)

*Means and 95% confi dence intervals age and gender standardised

Table 11 Health functioning and health conditions*

 Health functioning 

 Physical (PCS)

 Mental (MCS)

Mean

53.74

51.62

Mean

51.31

51.44

Mean

42.97

49.23

95% CI

(53.69, 53.79)

(51.59, 51.65)

95% CI

(51.18, 51.44)

(51.36, 51.51)

95% CI

(42.91, 43.03)

(49.20, 49.27)

Never diagnosed Ever diagnosed Still have

  Figure 3 Physical Health function scores – lowest third by age group and gender

Age Groups

16-19 years

20-29 years

30-39 years

40-49 years

50-59 years

60-69 years

70-79 years

80+ years

 % 0 20 40 60 80 100

■ MALES  ■ FEMALES

*Design weighted percentages

  Figure 4 Mental Health function scores – lowest third by age group and gender

Age Groups

16-19 years

20-29 years

30-39 years

40-49 years

50-59 years

60-69 years

70-79 years

80+ years

 % 0 10 20 30 40 50

■ MALES  ■ FEMALES

*Design weighted percentages
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Table 11 provides PCS and MCS means for participants who 
have never been diagnosed with any health condition, ever 
been diagnosed and still have a condition. Participants who 
had never been diagnosed with a health condition had the 
highest mean PCS and MCS. Similar to limiting illness, those 
who no longer had a health condition were only marginally 
worse off, but those who still had a health condition had 
much poorer PCS scores. Although the same general trends 
are seen for mental functioning, the differences in mean 
MCS were much smaller. These fi ndings suggest that while 
physical functioning declines with the presence and duration 
of a health condition, mental functioning is more stable and 
less affected by chronic health conditions.

Table 12 shows PCS and MCS means for some selected 
health conditions. These health conditions either have a high 
prevalence or are one of the leading causes of death in the 
UK. The respiratory disease category comprises asthma, 
emphysema and chronic bronchitis; cardiovascular disease 
includes congestive heart failure, coronary heart disease, 
angina, heart attack/myocardial infarction and stroke.

For each selected condition, PCS was below the average 
of 50. Participants who had ever been diagnosed with 
diabetes and cardiovascular disease had the lowest 
functioning, while those with clinical depression and 
respiratory disease had signifi cantly higher functioning, 
albeit below average. Mental functioning did not show 
similar patterns, as participants with clinical depression had 
low MCS, while participants who had ever been diagnosed 
with cancer, diabetes, respiratory or cardiovascular disease 
had MCS within the normal range. These fi ndings indicate 
that low levels of physical functioning do not translate into 
low levels of mental functioning and that people who have 
debilitating conditions can be mentally resilient.

PSYCHOLOGICAL WELL-BEING AND DISTRESS

The SF-12 MCS provides some insight into the mental 
well-being of Understanding Society participants; however 
two other measures provide more information on the 
psychological well-being and distress of this sample. The 
GHQ-12 has been used to screen for minor psychiatric 
morbidity and has been used in all waves of the BHPS. 
The mean GHQ-12 summed score was 11.07 (SD = 5.14).1  
These analyses use the design weights. Mean scores did not 
differ between countries. Figure 5 is a plot of MCS scores 
with GHQ-12 summed scores for 5% of the sample. It shows 
clustering around the average of each scale, 50 for MCS 
and 11 for GHQ-12. As expected, participants with higher 
levels of mental functioning had lower levels of psychological 
distress, but there was quite a lot of variation in this 
relationship. 

*Means and 95% confi dence intervals age and gender standardised

95% CI

(39.97, 
40.45)

(37.86, 
38.24)

(44.26, 
44.63)

(45.40, 
45.85)

(34.31, 
34.63)

95% CI

(50.05, 
50.20)

(49.65, 
49.78)

(38.42, 
38.51)

(49.28, 
49.37)

(48.99, 
49.24)

Table 12 Health functioning by selected health conditions* 

 Health condition

 Cancer

 Diabetes

 Clinical depression

 Respiratory disease

 Cardiovascular disease

Physical (PCS) Mental (MCS)

Mean

40.21

38.05

44.44

45.63

34.47

Mean

50.12

49.72

38.46

49.33

49.11

  Figure 5 Mental Functioning (SF-12 MCS) by Psychological Distress (GHQ-12)

SF
-1

2 
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sc
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e 
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e

  5 10 15 20 25 30 35 40
GHQ-12 summed score

80

70

60

50

40

30

20

10

0

1 Weighted means and standard deviations

Participants with 
higher mental 

functioning 
had less 

psychological 
distress, but 

there was much 
variation in this 

relationship
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The WEMWBS has been 
shown to have a signifi cant 
and negative correlation 
with the GHQ-12 of -0.53 
(Tennant et al., 2007). 
In this sample, the mean 
SWEMWBS score was 25.3 
(SD = 4.4)2 and there was 
also a negative correlation 
of the new SWEMWBS 

and GHQ-12 summed scoring of -0.56. Figure 6 plots 
SWEMWBS scores with the GHQ-12 scores for the 5% 
sample. Similar to Figure 5, there is a clustering of subjects 
around the average of each scale with participants having 
higher levels of psychological well-being also having lower 
levels of psychological distress. The variability around the 
regression line in the fi gure confi rms the relatively low 
correlation between the two scales.

The GHQ-12 can be scored to identify minor psychiatric 
morbidity (GHQ-12 caseness scoring). In this sample 
participants with scores of four or more were identifi ed 
as cases. Figure 7 shows the percentage of cases in each 
SWEMWBS category. Surprisingly, the majority of the 
cases, 52%, were in the ‘average’ psychological well-being 
category; with 47% in the ‘below average’ category, there is 
a suggestion that while some participants may have high 
levels of distress and anxiety, they still report fairly positive 
overall mental well-being.

  Figure 6 Psychological Well-being (WEMWBS) by GHQ-12

W
EM

W
BS

 S
co

re

  5 10 15 20 25 30 35 40
GHQ-12 summed score

40

35

30

25

20

15

10

5

0

 % 0 10 20 30 40 50 60

  Figure 7 Minor Psychiatric Morbidity (GHQ-12 Case) by WEMWBS Category

Above 
Average

WEMWBS

Average

Below 
Average

■ GHQ-12 Case

*Design weighted percentages

Figure 6 shows 
that positive 

well-being as 
measured by the 
SWEMWBS is not 

the opposite of 
psychological 

distress

2 Weighted means and standard deviations; means did not differ by country
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FUTURE ANALYSES
The health module of Understanding Society will have 
measures that are repeated annually as well as some that 
are rotated less frequently. The annual measures include 
the SF-12, GHQ-12, life and health satisfaction, long-
term illness and limitations and newly diagnosed health 
conditions. Beginning at Wave 2, measures of height and 
weight will be taken biennially by nurses and trained data 
collectors. Brief questions on health-related behaviours, 
i.e. smoking, alcohol consumption, and physical activity, etc. 
will be included in the Wave 2 interviews and then asked 
about every three years. More detailed questions on health-
related behaviours will be included in Wave 5 and then 
asked every six years. Other measures of psychological 
well-being, including the SWEMWBS were measured in 
Wave 1 and then biennially. Measures of psychological 
traits will begin in Wave 2. However, the frequency of 
administration of these scales has yet to be determined. 

In addition to the psychosocial measures described above, 
Understanding Society will collect biomarkers from 25,000 
-30,000 participants. During Wave 2 or 3, nurses will visit 
a random sample of households to collect blood samples 
and take measures of lung function, blood pressure, pulse, 
height, weight, waist circumference, bio-impedance and grip 
strength. In a second phase, trained interviewers will take 
measures from a further larger sample of households. 

Data linkage has been a great resource to academic 
researchers and Understanding Society is taking steps to 
ensure that participant data is linked to health registers and 
hospital records. The scope from combining geographical, 
physical, biological and linkage data with survey data for 
research is great. Understanding Society will be a unique 
resource for tracking the health of the UK population into 
the future. 

Sample Size
Most analyses are based on adults who completed the 
individual interview (22,265) with some reduction for 
missing values for individual health or social measures. 
Analyses of psychological distress and well-being are 
based on respondents to the self-completion questionnaire 
(19,168).

Findings
Health in the UK can be examined via individuals’ 
perceptions, through the presence of long-term illnesses, 
through level of functioning and for the impact of 
diagnosed conditions. 

For selected conditions, (cancer, diabetes, clinical 
depression, respiratory disease, and cardiovascular 
disease) a summary measure of physical functioning 
PCS was below average, with those who had ever been 
diagnosed with diabetes and cardiovascular disease 
having the lowest functioning, while those with clinical 
depression and respiratory disease had signifi cantly 
higher functioning, albeit below average. For a summary 
measure of mental functioning, the most affected were 
those ever diagnosed with clinical depression. People 
who had ever been diagnosed with cancer, diabetes, 
respiratory or cardiovascular disease had MCS within the 
normal range. Low levels of physical functioning do not 
translate into low levels of mental functioning.

Examining participants of working age (16-59 for females, 
16-64 for males), participants with a long term illness that 
was not limiting were just as likely to be employed as 
those without a long term illness, but those with a limiting 
long term illness were twice as likely to be inactive and 
about one third more likely to be unemployed than those 
with no illness or no limitations.

For those over the current retirement age and under 
70 years, 28% with no long term illnesses or with no 
limitations were in employment while only 13% with 
limiting long term illnesses were employed; 43% of 
inactive participants in this age range had a limiting long 
term illness. This large share of those who would not be in 
the retirement age under some proposals would be likely 
to be unable to work. 
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